How can social enterprises impact health and wellbeing? by Gordon, Katy et al.
Gordon, Katy and Wilson, Juliette and Tonner, Andrea and Shaw, Eleanor 
(2017) How can social enterprises impact health and wellbeing? 
International Journal of Entrepreneurial Behaviour and Research. ISSN 
1355-2554 (In Press) , http://dx.doi.org/10.1108/IJEBR-10-2016-0321
This version is available at https://strathprints.strath.ac.uk/59400/
Strathprints is  designed  to  allow  users  to  access  the  research  output  of  the  University  of 
Strathclyde. Unless otherwise explicitly stated on the manuscript, Copyright © and Moral Rights 
for the papers on this site are retained by the individual authors and/or other copyright owners. 
Please check the manuscript for details of any other licences that may have been applied. You 
may  not  engage  in  further  distribution  of  the  material  for  any  profitmaking  activities  or  any 
commercial gain. You may freely distribute both the url (https://strathprints.strath.ac.uk/) and the 
content of this paper for research or private study, educational, or not-for-profit purposes without 
prior permission or charge. 
Any correspondence concerning this service should be sent to the Strathprints administrator: 
strathprints@strath.ac.uk
The Strathprints institutional repository (https://strathprints.strath.ac.uk) is a digital archive of University of Strathclyde research 
outputs. It has been developed to disseminate open access research outputs, expose data about those outputs, and enable the 
management and persistent access to Strathclyde's intellectual output.
1 
 
How can social enterprises impact health and wellbeing? 
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Abstract 
Purpose -The objective of this paper is to examine the impacts of social enterprise on individual and 
community health and well-being. It focuses on community food initiatives, their impact on the social 
determinants of health and the influence of structure on their outcomes.  
Design ± Using an interpretive qualitative approach through case studies focused on two community 
food social enterprises, the research team conducted observations, interviews and ad-hoc 
conversations.  
Findings - Researchers found that social enterprises impacted all layers of the social determinants of 
health model but that there was greater impact on individual lifestyle factors and social and community 
networks.  Impact at the higher socio-economic, cultural and environmental layer was more 
constrained. There was also evidence of the structural factors both enabling and constraining impact 
at all levels.   
Implications ± This study helps to facilitate understanding on the role of social enterprises as a key 
way for individuals and communities to work together to build their capabilities and resilience when 
facing health inequalities.  Building upon previous work, it provides insight into the practices, 
limitations and challenges of those engaged in encouraging and supporting behavioural changes.  
Value - The paper contributes to a deeper insight of the use, motivation and understanding of social 
enterprise as an operating model by community food initiatives.  It provides evidence of the impact of 
such social enterprises on the social determinants of health and uses structuration theory (Giddens, 
1984) to explore how structure both influences and constrains the impact of these enterprises.      
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How can social enterprises impact health and wellbeing? 
 
Introduction 
A growing body of research is seeking to better understand the relationship between poverty, inequality 
and health (Lund, 2015). The link between socio-economic circumstances and health is well 
established (Walsh et al., 2010) with multiple statistics revealing the effects of poverty on all forms of 
inequality including food inequalities.  The Scottish Index for Multiple Deprivation identifies those 
parts of Scotland suffering most from poverty and its effects.  Forty-two percent of Glasgow¶V 
µGDWD]RQHV¶are in the lowest 15% bracket of 6FRWODQG¶Vmost deprived areas (SIMD, 2012). As such, 
a much larger pRUWLRQRI*ODVJRZ¶Vpopulation live in income deprivation compared to the rest of 
Scotland (Shipton and Whyte, 2011). The inequalities in health faced by the more deprived areas of 
Glasgow are often represented in differences in life expectancy: males in affluent areas of the city live 
13.9 years longer than those in the most deprived areas while women live 8.5 years longer (McCartney, 
2010).  However, poor physical health is only one component of overall health and wellbeing.  Anxiety 
and mental health outcomes have been argued to be indisputably linked to poverty (Burns, 2015) and 
more broadly, poor eudemonic well-being (Ryan and Deci, 2001) has been shown to be a consequence 
of impoverishment.  
 
This link between individual health outcomes and socio-economic contexts has led to a shift in the 
focus of discussions on health and wellbeing from a position where ill-health was located in personal 
functioning to a position where wellbeing is located in the opportunities provided by society for social 
integration and participation (Baumgartner & Burns, 2014). One approach which may provide such 
opportunities is that of social enterprise.  These local organisations may provide a means of working 
with individuals, households and communities to build their capabilities and resilience when facing 
health inequalities (Sonnino and Griggs-Trevarthen, 2012).  Yet, there is a dearth of literature which 
characterises these enterprises or their impact on individual and community outcomes (Roy et al. 2017, 
Wilson et al., 2015). 
 
The aim of this paper is to examine the impacts of social enterprise on individual and community 
health and wellbeing. Specifically, we are interested in finding evidence of social enterprise in the 
community food sector impacting on the social determinants of health and understanding the structural 
determinants which enable and constrain the ability of social enterprise to impact on health and 
wellbeing.  
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The paper begins with a discussion of the impacts which social enterprises¶ can have on health. We 
identify structuration theory (Giddens, 1984) as a theoretical lens to inform this discussion. This lays 
the foundations for our empirical case study approach.  The paper contributes to  debate about the 
³ZDYHRIHXSKRULDDQGRSWLPLVP´ (Bull, 2008: 272) surrounding social enterprise in light of calls for 
more critical application to the study of social entrepreneurship (Dey and Steyaert, 2010) by assessing 
the impact of two social enterprises in Glasgow on the wider social determinants of health. 
 
Health Improvement & Social Enterprises 
In the UK, high profile reports including the Black Report (1980), the Acheson Report (1998) and the 
Marmot Review (2010) have identified the need to address health inequalities (unjust differences in 
health between different social or population groups) by looking more widely at those social factors 
that can impact health. These reports identify a growing need to appreciate that the effects of inequality 
are less to do with the individual and more an outcome of societal opportunities, influenced by broader 
structural dynamics.  A commonly used model which depicts these social determinants of health is that 
of Dahlgren and Whitehead (1991), shown in Figure 1.  
 
INSERT FIGURE 1 HERE 
 
This model highlights the multi-layered nature of health determinants and depicts causal relationships 
between: lifestyle choices; social networks; working and living conditions; and economic, political 
and environmental factors at global, national and local levels.  Mounting understanding of the multiple 
effects of these issues is leading to growing pressure for appropriate interventions in research, practice 
and policy which seek to address and improve deprivation arising from inequalities created by 
structural dynamics (Bambra et al., 2010).  Frieden (2010) hypothesises that addressing meso and 
macro determinants will have a greater impact on health than approaches which concentrate on micro 
dynamics. Interventions however, tend WRIRFXVRQPRGLI\LQJSHRSOH¶V lifestyle factors (Bambra et al., 
2010), ignoring wider structural influences.  The impact of any health intervention may therefore be 
GHSHQGHQWRQZKLFKRIWKHµOD\HUV¶RIWKH'DKOJUHQDQG:KLWHKHDG¶VPRGHOare the focus of 
such interventions. 
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One type of intervention that may have the potential to influence health and wellbeing is that of social 
enterprise (Roy et al., 2017, Roy et al., 2014).  While significant energy has been applied to the 
definition and meaning of social enterprise (Shaw and De Bruin, 2013), it remains a contested concept 
(Teasdale, 2011). Social enterprises reflect diverse and heterogeneous forms of organisations which 
adopt various structures and use multiple activities to address the social needs of many different client 
groups (Shaw and Carter, 2007).  In the absence of an agreed definition, common characteristics of 
social enterprise have emerged and debate principally coalesces around both the primacy of social aims 
and the centrality of trading (Teasdale, 2011).  This is reflected in the most widely agreed definition: 
³D EXVLQHVV ZLWK SULPDULO\ VRFLDO REMHFWLYHV ZKRVH VXUSOXVHV DUH SULQFLSDOO\ UHLQYHVWHG IRU WKDW
purpose in the business or community rather than mainly being paid to shareholders or owners,´ 
(Department of Trade and Industry, 2002). This definition suggests that social enterprises adopt 
approaches which differ from those of traditional charitable organisations, principally by the adoption 
of an entrepreneurial mind-set which encourages self-sustainability through trading to address specific 
social goals.    
 
7KH 8. *RYHUQPHQW¶V (Department of Trade and Industry, 2002) strategy for social enterprise 
identified a number of objectives to which they could contribute. These were: 
³+HOSLQJ WR GULYH XS SURGXFWLYLW\ DQG FRPSHWLWLYeness; contributing to socially inclusive 
wealth creation; enabling individuals and communities to work towards regenerating their 
local neighbourhoods; showing new ways to deliver and reform public services; and helping 
to develop an inclusive society and DFWLYHFLWL]HQVKLS´'epartment of Trade and Industry, 
2002: 24). 
 
Support for social enterprise and positive reporting of its potential has continued to pervade 
governmental discourse and attract academic attention.  Seanor et al. (2013: 325) note a grand narrative 
in the UK, in which ³organisations have been described as moving towards social enterprise with the 
image of a tide, a force that is irresistible yet positive´ yet they note a counter narrative to this which 
questions the over emphasis on economic drivers of social enterprise, and foregrounds community 
values and need to impact societal structures (Berglund and Wigren, 2012).   Some organisations may 
resist this discourse due to a concern that it could undermine the achievement of social objectives 
(Doherty et al., 2014).  Bull (2008: 272) also note a need ³to highlight alternative views which are 
often in conflict with the wave of euphoria and optimism that is driving current theoretical development 
in the field of social enterprise and entrepreneurship´. 
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More recently, respective UK governments have given significant focus to the potential of social 
enterprise in relation to healthcare (Roy et al., 2012).  However, it is worth distinguishing between 
social enterprises which have spun off from the NHS through the Right to Request Scheme (Hall et 
al., 2012) and those which have emerged as bottom up community-led initiatives.   Arguably it is the 
latter that will tackle the wider social determinants of health through their less medically oriented roots 
due to what De Leeuw (1999: 261) calls ³FRPPXQLW\EDVHGDFWLRQ´.  Roy et al. (2014) suggest a causal 
pathway through which  social enterprise interventions lead to the development of individual and 
community assets which, in the long term, deliver improved health and wellbeing through increased 
social capital and a sense of coherence (Roy et al., 2014).  Social enterprises may operate at a grass 
roots level,  aligning themselves to the needs of the local community (Cornelius and Wallace, 2013) 
and evidence suggests that using a community engagement approach with disadvantaged groups is 
³HIfective in terms of health behaviours, health consequences, participant self-efficacy and perceived 
social support outcomes´ 2¶0DUDet al., 2013 pg. xv). The wellbeing generated from participating in 
a social enterprise may extend into participants¶ day-to-day community lives (Farmer et al., 2016). 
 
Social enterprises may be able to empower and integrate people (Lloyd, 2004) and tackle exclusions 
of disadvantaged groups (Teasdale, 2010). A key reason for this is that social enterprises are typically 
created by those located within communities who, as a consequence of being embedded locally, 
possess the credibility (social networks and reputational capital), to encourage community support for 
their social mission and objectives (Jack and Anderson, 2002; Shaw and Carter,  2007).    Even without 
µKHDOWKLPSURYHPHQW¶DVDQH[SOLFLWO\VWDWHGPLVVLRQ, social enterprise interventions may lead to gains 
in health and wellbeing (Roy et al., 2012).  Ridley-Duff and Bull (2015) suggest that social enterprises 
offer an alternative to government-led interventions by creating a more socially embedded, equitable 
economy. Roy and Hackett (2016) agree that social enterprises offer an alternative  means of reducing 
the health inequalities often attributed to the neoliberal capitalist approach (Roy and Hackett, 2016). 
This echoes the conclusions of an earlier review in which Roy et al., (2014: 191) suggest³the potential 
of social enterprise and other civil society actors to focus impact upon upstream social determinants 
of public health requires continued theoretical and conceptual development and crucially ± further 
empirical work to help inform and test initiatives that may arise from such thinking.´ 
More recently Mason et al. (2015) considered a wider view of the relationships between social 
innovation (including social enterprise) and the promotion of health equity. While they use a different 
framework, their determinants RI µLndividual health related IDFWRUV¶ µGDLO\ OLYLQJ FRQGLWLRQV¶ DQG
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µVRFLRHFRQRPLFSROLWLFal and cultural context¶UHVRQDWHZLWKWKHOD\HUVRIWKHDahlgren and Whitehead 
(1991) model.  Their review of the available evidence promotes social enterprise as an upstream 
response to the social determinants of health which play a role primarily at the levels of individual 
behaviours and daily living conditions.  An additional type of social innovation µsocial movement¶KDV
been identified as having the most significant known impact on socioeconomic, political and cultural 
factors (Mason et al., 2015). This may call into question the impact that social enterprise can have on 
these structural determinants. However these findings may be limited by evidence predominantly from 
µZork integration social enterprise¶ which create pathways of employment for people otherwise 
disadvantaged in the labour market (Spear and Bidet, 2005).  This dominance of one particular form 
of social enterprise may contribute to the finding that the impact was primarily at the individual and 
daily conditions level. As such this paper, by considering this limitation, engages with bottom up 
community led social enterprise to investigate if this is more widely applicable. 
 
Theoretical underpinning 
Structuration theory (Giddens, 1984) is a useful lens through which to consider social enterprises that 
aim to improve health by highlighting the impact they have on the different layers of the Dahlgren and 
Whitehead (1991) model (Figure 1).  Structuration theory questions the dualism of structure and 
agency. Structuralists believe that social structure determines individual choice, downplaying the 
extent to which individuals can exert agency to make choices that are independent and free willed 
(Nicholls and Cho, 2006).  In contrast, WKHµDJHQF\¶perspective believes that individuals have creative 
and disruptive abilities; thus suggesting that social structures are fluid and can be changed (ibid). In 
developing structuration theory, Giddens (1984) sought to build a social theory which avoided both 
subjectivism and objectivism (Stones, 2005). Instead he argued that agency and structure interact and 
so both influence both individual behaviour and broader societal structures.   Developing this, Nicholls 
and Cho, (2006 pg. 110) have argued that agents are ³neither powerless nor omnipotent relative to the 
social context in which they operate´. Giddens identifies three interrelated elements of structure: 
domination (power), signification (meaning) and legitimation (norms). These elements of structure 
may both enable and constrain the ability of the social enterprise to impact on the social determinants 
of health.  
 
Structuration theory has been used in the social enterprise field (Mair and Marti, 2006; Haugh, 2012) 
but only in a handful of studies.  It has also been considered within entrepreneurship more generally 
(Sarason et al 2006). When applied to social entrepreneurship, it is argued that studies have tended to 
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focus on the heroic individual social entrepreneur engaged in social transformation (Dey and Steyaert, 
2010). This approach has been criticised for being neglectful of structural influences, giving too much 
attention to the entrepreneur at the expense of the context (Jones, 2015, Venkataraman and Sarasvathy, 
2005); a focus on chronic disease and individual lifestyle factors dominating the approach (Macintyre 
et al., 2002). Yet, in both fields, increasingly, the role of structure is attracting attention. The emergence 
and political ascension of social enterprise in UK policy has been attributed to the interplay between 
agency and structure with the socio-political and economic context allowing social enterprise to 
emerge to the fore as a means of tackling social needs (Sepulveda, 2015). Institutional, temporal and 
market environments have been found to be important dimensions of context which can assist and 
constrain entrepreneurs¶ behaviours and actions (Shaw and De Bruin, 2013).  Similarly in public health 
Roy (2016: 8) notes ³recent attempts to redirect the attention of public health theorists and 
practitioners back towards structural and environmental influences on health and health behaviours´  
 
Structural elements are therefore impacting the fields of social enterprise and public health.  Social 
enterprises will deliver more effective health interventions if they change those structures that 
negatively impact on health,  however to achieve this such enterprises must have agentic capabilities.  
As Steinerowski and Steinerowska-Streb (2012: 172) neatly sum up, there must be ³SRWHQWLDOIRUD
duality, where the agent and the structure co-FRQVWUXFW´. Structuration theory is used to consider the 
role of structure and agency in determining the effectiveness of social enterprise as a health 
intervention by highlighting the elements of the structure that both enable and constrain this capability. 
Although structuration theory has come under strong and influential criticism (Stones, 2005), it is not 
the purpose of this paper to test the theory. Rather, similar to the approach undertaken by Steinerowski 
and Steinerowska-Streb (2012) the paper accepts the theory and uses it to explore the role of structure 
and agency in nurturing and developing social enterprise as an effective vehicle for improving health 
and wellbeing.   
 
Method 
As discussed at the outset,  the Scottish Index for Multiple Deprivation identifies the city of Glasgow  
as  notably impoverished  compared to Scotland as a whole (Shipton and Whyte, 2011; SIMD, 2012) 
with acute health challenges particular to the city (Walsh et al. 2010). Reflecting this situation Glasgow 
has a high saturation of sRFLDOHQWHUSULVHVWDFNOLQJWKHFLW\¶VLQHTXDOLWLHV*6(1DQG6RFLDOYDOXHODE
2013). Roy (2016) also notes that tackling health inequalities has been central to Scottish Government 
SROLF\ DJHQGDV UHVXOWLQJ LQ DFWLRQV DLPHG DV FDWDO\VLQJ 
XQWDSSHG  VWUHQJWKV
 ZLWKLQ 6FRWODQG¶V
communities. 
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This paper focuses on community food initiatives in Glasgow which reflect characteristics of the wider 
social enterprise sector. They employ a range of diverse activities with community cooking groups, 
local growing projects, community cafes, food co-ops, community shops and farmers markets amongst 
others.  The aims of such projects differ hugely, but improving health is a key social objective either 
explicitly, by improving the supply of healthy food and increasing cooking skills, or implicitly by 
providing opportunities for community participation. Some network organisations in the sector have 
produced guides and briefings which suggest local projects could consider adopting a social enterprise 
approach (Sustain, 2005; Scottish Community Diet Project 2006). Both our case organisations are 
operating in areas of multiple deprivation but with very different contextual characteristics as outlined 
below. 
 
The purpose of this paper is to examine the impacts of social enterprise on individual and community 
health and wellbeing. It asks the following questions: What evidence is there of social enterprise in the 
community food sector impacting on the social determinants of health? What elements of structure 
enable and constrain the ability of social enterprise to have these impacts? The project adopts an 
interpretivist, qualitative methodology involving case study research focussed on two bottom-up, 
community-led social enterprises. As Roy (2016:4) discusses when ³UHVHDUFKDLPLVWRPRYHEH\RQG
surface appearances to explore the processes involved, it is appropriate to study individuals in 
FRQWH[W´.  Case studies are suited to studying contemporary, real life, complex phenomena (Yin, 2008). 
They provide tools to investigate phenomena within their natural context and thus elicit detailed 
explorations (Hoaglin et al, 1982).  Following Canniford and Shanker (2013), this study uses a range 
of collection methods. Two researchers spent five days in the field interviewing and observing each of 
our participating social enterprises as well as drawing on secondary data and field notes. This range of 
methods allowed engagement with social entrepreneurs, managers, nutritionists, drivers, volunteers 
and end users.  
 
The use of two case-studies was informed by existing work on the collection of qualitative data 
.DUDWDú-Özkan, 2011). By adopting a two case design, researchers were able to collect fine-grained 
data and acquire detailed insights into the effects of the multiple, combined factors related to wellbeing 
within each case. The paper also identifies and considers patterns across each of the cases which are 
operating in areas experiencing similar degrees of multiple deprivation. 
 
The case-study phase included three sets of interviews. Two of these interviews were with the 
managers of each of these social enterprises and the third was a group interview with an employee (a 
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nutritionist), a service user and a volunteer. The latter took the different format of a group interview 
as it was felt the volunteer and service user may have been more reluctant to engage without the 
presence of the staff member from the organisation. The interviews were non-directive whereby 
questions were not pre-planned although the objectives of the research were known to both researchers 
and participants (Gray, 2004) and interviews were also anchored in observations within the context 
(Merriam and Tisdall, 2015). This format was deemed appropriate as it allowed respondents to talk 
freely around the subject (ibid). Interviews of between 45 minutes and 1.5 hours were audio recorded, 
ZLWK SDUWLFLSDQWV FRQVHQW DQG ZHUH UHFRUGHG WR DOORZ ³FRQYHUVDWLRQ WR IORZ H\H FRQWDFW WR EH
maintained and inteUDFWLRQ WR RFFXU´ :LOVRQ : 108).  After each interview, the researchers 
discussed initial impressions and observations, taking notes to crystallise the main themes emerging 
(Bryman and Bell, 2007). Additional insights into the case studies was gained through observations 
during the 5 days in the field and ad-hoc conversations with users and volunteers of the organisations. 
Following Merriam and Tisdell (2015) these observations allowed the researchers to experience the 
context first hand and the interviews to be anchored to what had been observed. To gain a deeper 
understanding of the field, two further interviews were conducted with representatives of national 
organisations, one supporting social enterprise and the other supporting community food initiatives. 
This diversity of qualitative collection methods further allowed for triangulation of emerging findings 
throughout the data analysis (Merriam and Tisdell, 2015). 
 
The  process  of  data  analysis  commenced  by  converting  all materials  into  NVivo.   Each  data  
set  was then  read  through,  starting  with  the  interview transcripts, fieldnotes  and  secondary 
materials.  This  process  of  intertextual  (Thomson and Holland,  1997)  analysis  was  used  to  tack 
between data sources allowing for greater sensitisation to themes  emerging  from  the  field,  rather  
than  projecting predetermined  meanings onto emic data (Thomson and Holland, 1997). Combining 
this work with extant understanding from structuration theory, one researcher developed a coding 
framework combining emic accounts from the data with etic understandings from the literature and 
considering how power, meaning and norms are combined with the micro, meso and macro levels of 
'DKOJUHQDQG:KLWHKHDG¶VPRGHO Three members of the research team subsequently worked 
together to code the data. During this process of coding, the original framework was revisited to 
identify inconsistencies, clarify meanings and establish additional emergent codes (Fernald and 
Duclos, 2005). The codes that were most pertinent to the research questions were then further discussed 
amongst the team to draw out the key findings.  
 
Cases 
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City North began as a food co-operative initiated by Glasgow University students in 2001 in response 
to a wave of asylum seekers being located to north Glasgow. Following a successful funding 
application, a full time manager was employed in 2006.  In this area both male and female life 
expectancy is considerably lower than the Glasgow average. A high percentage of the population are 
living in income and employment deprivation and the proportion of children living in poverty is 
particularly high. Nearly a third of the population are claiming out-of-work benefits. City North 
operates a hub and spoke business model with three food hubs.  There are four full-time employees 
and six part-time staff, including one driver, one nutritionist (who also runs one of the food hubs), one 
gardener and a volunteer co-ordinator.  In addition, they recruit and support 40-50 volunteers on an 
annual basis. 
City East covers ten percent of the most deprived communities in Scotland. It has a large geographical 
spread meaning that there are many areas on the periphery of small towns where lack of public 
transport compounds difficulties in accessing amenities (http://www.understandingglasgow.com, 
2015). The case-study organisation has been in existence for 25 years and grew out of a federation of 
food co-operatives.  It has now significantly extended its business offering and is larger in scope than 
Case 1 with 15 full-time employees (six of whom are drivers) and seven part-time members of staff 
(many of whom are funded via community job creation schemes).   
 
Findings  
Findings will first present evidence of the impact the case studies have on the different layers of the 
social determinants of health and an exploration, using structuration theory, of the elements of the 
structure that are enabling and constraining their agentic capabilities.  
 
Impact on the social determinants of health 
 Individual Lifestyle Factors 
Participants in both cases expressed that their social enterprise had had an impact on improving 
individual diets, either through increasing the availability of healthy food or by equipping people with 
the skills and knowledge required to eat a healthy diet: 
³:HGRDORWRIZRUNZLWKWKHFKLOGUHQDQGHYDOXDWLRQVZLWKWKHLUIDPLOLHVGLHWGLDULHVDQGWKH
like; and we had 53% of the families saying that their children had increased consumption at 
KRPHRIIUXLWDQGYHJHWDEOHV´&LW\(DVW0DQDJHU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³«KH¶VWU\LQJWRFKDQJHKLVOLIH+H¶VEHHQLQFUHGLEOHEDGIULHQGVDQGDOOWKDWDQGDOFRKRORU
ZKDWHYHUDQGKH¶VQRZVHHQWKHWUDQVIRUPDWLRQDOEHQHILWVRIHDWLQJDKHDOWK\GLHW´&LW\1RUWK
Manager) 
Recalling one of the participants at a cooking class one employee said:  
³,UHPHPEHUVRPHERG\LQWKHLU¶VWKDWQHYHUFXWDYHJJLHEHIRUH6KH¶GQHYHUDWHYHJLQKHU
OLIH´&LW\1RUWK(PSOR\HH 
 
Promoting increased physical activity, alongside a healthy diet, was also important and the community 
garden at City North was an effective way to encourage more physical activity amongst users. 
Similarly, City East ran walking programmes with target markets: 
³:HZHUHGRLQJORDGVRIZRUNLQWKHQXUVHULHVDQGVWDUWLQJEXJJ\ZDONVIRUWKHSDUHQWV«WKH\¶G
drop the kids at 9:30 oUZKDWHYHUWKH\¶GJRIRUDQKRXUORQJZDONWKH\¶GJREDFNKDYHDKHDOWK\
VQDFNDQGWKHQWKHNLGVZHUHUHDG\WRFROOHFW´(City East, Manager) 
 
Nutrition, physical activity and obesity are some of the individual lifestyle factors that can lead to poor 
health and inequality (Dahlgren and Whitehead, 2007).  By promoting changes in these particular 
behaviours, both cases may be contributing to health improvement at an individual level.  However, 
such changes may be considered modest and short term (Dowler, 2008) and the extent to which these 
RXWFRPHVOHDGWRDVLJQLILFDQWFKDQJHLQSHRSOH¶VGLHWLVFRQWHVWHGGXHWRDODFNRILPSDFWRIWKHZLGHU
structural determinants (Lambie- Mumford, 2013). 
  
Other individual benefits reported were focused on ³JHWWLQJRXWWhe house´&LW\1RUWKVSRNHRIWKHLU
involvement in employability schemes, giving people experience to put on their CV, and discussed an 
evaluation undertaken by a public health specialist who concluded ³\RXUPDLQRXWFRPHVDUHPRUH
PHQWDO KHDOWK´  Both organisations also spoke of the health benefits which their volunteers 
experienced, particularly their more elderly volunteers. 
 
Social and Community Networks 
Participants in both cases felt strongly that they added to the social and community networks in their 
areas:  
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³2QZKDW,FDOOVRFLDOFDSLWDOGHILQLWHO\WKDWGRHVKDSSHQZLWKLQRXUSURMHFW:HDUHEXLOGLQJ
up more confidence in local people, taking a pride, coming out their house with someone that 
GLGQ¶WHYHQFRPHRXWWKHKRXVH$QGWKH\DUHHQJDJing with others in their community. So, 
WKH\DUHFRQWULEXWLQJWRZDUGVEXLOGLQJVWURQJHUFRPPXQLWLHV´&LW\1RUWK0DQDJHU 
³«EXWPRUHLPSRUWDQWO\LW¶VDERXWWKHVRFLDOLVDWLRQDWWKHFR-op and almost all of our co-ops 
will have a kettle as well. Folk will VLWGRZQDWWKH:LQGVRU+DOODWWKHWRSKHUHDQGWKH\¶UHVLW
WKHUHIRUKDOIDQKRXU,WPD\EHWKHRQO\FRQWDFWWKH\KDYHVRWKHUH¶VWKRVHLVVXHV´ 
 
Service users also spoke of the benefits of the social aspects and how this made people want to get 
involved: 
³«EXW\RXZHUHWDNLQJSDUWLQLW«DQGWKHUHZDVWKLVZKROHVRFLDOWKLQJEHLQJEXLOWXSZLWKLQ
LWWRRDQGWKDWZDVJUHDWZKLFKLVZK\6DUDKVDLGµ,ZDQWWREHDSDUWRILW¶&LW\1RUWK6HUYLFH
User/volunteer) 
 
As well as building up connections between people in the area, participants in both cases believed they 
were building connections with other local organisations.  These connections were identified to be 
beneficial to the community as a whole and there were strong feelings that these impacts were more 
important than the individual health behaviour change that involvement in the organisation brought 
about:  
³6R\HVWKHUHDUHDOPRVWFHUWDLQO\PRUHEHQHILWVWKDWDUHQ¶WUHODWHGWRGLHWWKURXJKIRRGFR-ops 
WKDQWKHUHLVMXVWWKHGLHWVWXII,W¶VDOPRVWWKHGLHWDVDQLQFLGHQWDO´&LW\(DVW0DQDJHU 
 
Although these benefits were considered extremely important by both service providers and users, 
participants believed this was not the sort of impact that would be reported back to funders because 
³IXQGHUVUHTXLUHXVWRUHSRUWRQWKHLUWKLQJV´&LW\1RUWK0DQDJHU 
  
 General Socioeconomic, cultural and environmental conditions 
7RFRQVLGHUWKHLPSDFWRQWKHRXWHUµOD\HU¶RIWKHVRFLDOGHWHUPLQDQWVRIKHDOWKPRGHO, the particular 
issue of food poverty was discussed.  Food poverty is defined as ³an inability to acquire or eat an 
adequate quality or sufficient quantity of food in socially acceptable ways (or the uncertainty of being 
able to do so)´ 'RZOHUDQG2¶&RQQRU, 2012: 44).  Although food poverty is not routinely measured 
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in the UK, the perception amongst health professionals (Ashton et al., 2014) is that its prevalence is 
increasing (Douglas et al., 2015).  City East were more explicit about their role in tackling food poverty 
than City North. However the representative from one of the support organisations suggested that 
social enterprises may not always recognise how their activities help to tackle food poverty. 
³7KHUHLVVRPHRUJDQLVDWLRQVWKDWDUHYHU\FOHDUthat they are tackling food poverty but there 
LVRWKHURQHVZKRPD\QRWEHDZDUHWKDWWKH\DUHFRQWULEXWLQJWRLW´6XSSRUW2UJDQLVDWLRQ
Representative 2). 
 
Food poverty has, to some extent, become synonymous with food banks; organisations that distribute 
free emergency food parcels. Therefore, other strategies and activities that social enterprises offer to 
address this issue may not be recognised as such due to this narrow version of what food poverty is. 
City East ran their own emergency food aid programme, providing food parcels to those in need.  The 
number of referrals they received was four times more than expected, which they attributed to high 
levels of unemployment and welfare reform, putting a strain on their funding.  Although not identical, 
their model was similar to that of the large network of foodbanks which operate in the UK.  These 
foodbanks have received growing media (Wells and Caraher, 2014) and political attention due to 
significant growth in the number of outlets and the number of users in recent years (Trussel Trust, 
2015).  However, there was significant concern that this approach was not effective in addressing the 
longer term issues of people in food poverty: 
³%HFDXVH DOO ZH¶UH UHDOO\ GRLQJ KHUH LV JLYLQJ IUHH IRRG DZD\« LW¶V QRW DERut a long term 
LQWHUDFWLRQZLWKSHRSOH´&LW\(DVW0DQDJHU 
³%HFDXVHGR\RXNQRZZKDWWKDW¶VMXVWDOOHYLDWLQJWKHSUREOHPWKURXJKRWKHUPHDQVDQGZKHQ
WKDWPRQH\ILQLVKHVWKHSUREOHPLVVWLOOJRLQJWREHWKHUH6RLW¶VNLQGRIWULFN\WKH\JRWPRQH\
for VRPDQ\SDUFHOVIRRGSDUFHOVOLNH«,W¶VOLNHWKDW«\RX¶YHVWLOOJRWDFXWXQGHUQHDWKLW7KDW¶V
WKHYHU\VDPHWKLQJ\RXMXVWSXWDSODVWHURQLW´&LW\1RUWK(PSOR\HH 
 
 
These findings echo the limited extant literature on this topic which questions the efficacy of food 
projects in tackling food poverty given that the heart of the problem arises from economic and 
circumstantial barriers (Kennedy, 2001).  Douglas et al. (2015) found that community food projects 
felt that their work was being undermined or ineffective as the underlying causes of food poverty were 
VWLOOSUHVHQWDQGXQDGGUHVVHG2WKHUDXWKRUVEHOLHYHIRRGSURMHFWVDUHDTXLFNIL[¶ZKLFKFRYHUWKHODFN
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of fundamental change that is needed (Dowler and Caraher, 2003), diverting attention from the real 
determinants of the issue (Caraher and Coveney, 2004).   
 
There was more optimism from support organisations that such projects can, and do, play a role in 
addressing food poverty: 
³:HGRQ¶WGHQ\WKDWSHRSOHDUHLQH[WUHPHIRRGSRYHUW\EXWZHneed to understand what that 
food poverty is and will food parcels get them out of it or will it simply get them through an 
occasion of it.  Whereas developing skills in cooking classes or improving access through the 
co-ops or informing Government policy WRVD\µWKHLQLWLDWLYHVRQWKHLURZQDUHQRWHQRXJK¶
people need adequate income, they need communities to be better planned, they need better 
EHKDYLRXUV IURPUHWDLOHUV  ,W¶VDOOSDUWDQGSDUFHORI WKHVROXWLRQ´ 6XSSRUW2UJDQLVDWLRQ
Representative 1) 
 
Each of our case studies demonstrated some impact on the social determinants of health which 
concurred with previous literature.   Evidence suggested the building of individual and community 
assets which Roy et al. (2014) argue can lead to improved health and wellbeing. They also chime with 
the review of Mason et al. (2015) which concluded that social enterprises appear to have their greatest 
impact on the individual behaviours and daily living conditions.  However, it is apparent that their 
impact on higher level socioeconomic, cultural and environmental conditions is more constrained; a 
frustration identified by both case studies. There was more optimism from support organisations that 
social enterprises can and do play a role in addressing food poverty and that by bringing their work 
together these organisations can broker wider impact with policy makers (Stam, 2010). 
 
Enabling and constraining impact of structure on the agentic capabilities of social enterprise 
Structuration theory identifies three elements of structure: domination (power), signification 
(meaning), and legitimation (norms) (Giddens, 1984). Giddens (1984) refers to domination as 
³UHVRXUFHV´ERWKHFRQRPLFDQGKXPDQDQGJURXSV¶ signification and legitimation tRJHWKHUDV³UXOHV´
(Stones, 2005). Considering the rules and resources imposed upon and available to each case study 
will highlight the elements of the structure that affect their agentic capabilities to impact on health.  
 
Organisational legitimacy is often considered in terms of conformance to extra-organisational 
institutional arrangements and forms (Nicholls, 2010) however, the community food sector exhibits 
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variable understanding and adoption of the social enterprise term and model. Representatives from the 
support organisation noted that some social enterprises clearly and explicitly recognise themselves as 
such whereas others do not.  TKHUHZDVVRPHFRQIXVLRQDQGµIX]]LQHVV¶DURXQGVRPHRIWKHWHUPV 
³:HZRUNZLWKDORWRIIRRGFR-ops and there are barely any that are actual co-RSHUDWLYHV«
But we work with community shops across the country that invariably are co-operatives but 
GRQ¶WXVHWKHWLWOH«RQWKHLURZQEUDQGLQJµFRPPXQLW\VKRS¶LVZKDWSHRSOHQHHGWRNQRZ´
(Support organisation representative 1) 
 
The idea of ³ZKDW SHRSOH QHHG WR NQRZ´ suggests that the social enterprise element of such 
organisations is not a priority when creating their character or brand.  Therefore despite the positivity 
surrounding social enterprise in the UK, it may be that community food organisations do not see social 
enterprise as something that is important to their customers and rejecting this term may enhance the 
embeddedness of such organisations and foster legitimacy (Jack and Anderson, 2002).  Participants 
also gave examples of working to embed themselves in the local community; discussing one of the 
staff members, the City North manager observed: 
 ³«VKH¶GJRPHDQGHULQJURXQGWKHVFKHPH«VKHVXGGHQO\ZHQWRIIZLWKDORFDOSHUVRQ«EXWWKDW
was her way of building up OLQNV´ 
 
Both case studies also demonstrated some resistance and uncertainty about the social enterprise 
approach, expressing concerns about the impact this might have on their social mission. Their 
understandings of social enterprise had a key focus on the enterprise rather than the social element of 
the term and they delineated between different parts of their organisations in terms of their strategic 
aims. Thus they made a clear distinction between their social and trading activities with the trading 
undertaken to cross subsidise their wider operations. City East operated a structure of having a separate 
trading arm which was set up as an independent operation as they felt the balance of trading verses 
social activity was, at that time, ³JHWWLQJDELWRXW RINLOWHU´.  In times of greater social need City East 
felt they had to scale down their trading activity: 
³6LQFHWKHQWKHOHYHORIH[WUHPHIRRGSRYHUW\LQ6FRWODQGLQ/DQDUNVKLUHLQSDUWLFXODUKDVJRW
so high that that equilibrium [between charity and WUDGLQJ@KDVEDODQFHG LWVHOIRXWDJDLQ´
(City East, Manager) 
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&LW\1RUWKVXJJHVWHGWKDWWRJHQHUDWHLQFRPHWKH\ZRXOGQHHGWRWDUJHWWKHµFLW\FHQWUH¶, which would 
involve carrying out the trading side of the operation outside the target geographical area for their 
social activities. They were considering the trading opportunities available to them and, at the time of 
research, were planning to recruit a business development manager to take on this role.  Similarly, this 
was seen as a separate part of the organisation with the manager stating: 
³7KHUH¶VQRZD\WKHFKDULWDEOHVLGHFDQWDNHDKLWRQDQ\RIWKLVVWXII«´&LW\1RUWK0DQDJHU 
 
Others in the organisation were concerned about the impact and stress this move towards business 
development might have on the social side of the organisation.  City East participants articulated that 
for them to be entirely self-sufficient through trading they, 
 ³«ZRXOGQHHG WRSXW VRPXFKHPSKDVLVRQGHYHORSLQJVDOHV WKDWZHZRXOGFHDVH WREHD
FKDULW\LQP\YLHZ´&LW\(DVW0DQDJHU 
 
Existing literature recognises both the contested nature of the term social enterprise (Teasdale, 2011) 
and the concern that the trading activity inherent in social enterprise may negatively impact on social 
objectives (Doherty et al, 2014). The case studies provide evidence in support of this. How this impacts 
the agentic capability of social enterprises can be argued in different ways. By resisting the grand 
narrative described by Seanor et al. (2013) as organisations exhibiting a strong and positive desire to 
move towards being more enterprising, the  FDVHVWXGLHVPD\FRQWULEXWHWRDUHYLVLRQRIWKHµUXOHV¶ 
allowing them to change the prevailing structure. However, it may also limit their ability to harness 
the current policy climate in the UK which nurtures and promotes the concept of social enterprise 
(Steinerowski and Steinerowska-Streb, 2012). If the legitimacy of these organisations is questioned 
both their sustainability and also their level of influence on the wider structural conditions will be 
constrained, ultimately compromising the extent to which they can positively impact on health.  
 
A further norm was the specific reporting requirements of funders. For these  reports, impact was 
measured using quantitative methods such as numbers of people attending  events, number of courses 
run, number of pieces of fruit consumed etc. These measures give little understanding of how cases  
were impacting on individual  and community health. It has been recognised that social impact can be 
long term, complex and difficult to objectify (Ruebottom, 2011). The cases consider that their reporting 
methods are often inadequate in capturing such impacts. City East has tried to extend their agency by 
developing links with a nutritional course in a local university who provided support with evaluations. 
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However these tended to extend only as far as the interests of nutritionists and considered pre-and post-
behaviour rather than broader health evaluations. Case participants consider that supplementary 
methods are needed. City North encouraged sessional workers to capture comments during events,  
³+RZHYHUZKDW , SXW LQDERXWD \HDUDQGKDOI DJRZDVDZHHNO\ IHHGEDFN WKLQJ IURPRXU
sessional staff because sometimes the gold that you need is within something that two people 
KDYHKDGLQWKHLUFRQYHUVDWLRQ´&LW\1RUWK(PSOR\HH 
 
Reporting norms expected by funders constrained the broader impact measurement, frustrating the 
case studies by failing to capture their full impact. However, the case studies undertook some 
additional data collection, complementing the traditional reports with qualitative information through 
videos and case studies. Case participants believed that even traditional funders are increasingly 
recognising the growing importance of WKLVµVRIWHU¶ data and this has influenced what they regard as 
WKHµULJKW¶ZD\WRDVVHVVLPSDFW to their funders. This demonstration of agentic capability to influence 
the reporting expectations may change the norms of the sector and increase legitimation of the 
organisations. Ultimately this will allow a stronger message to be conveyed as to the impact and benefit 
of these organisations which may improve their sustainability and level of power in impacting the 
social determinants of health. Furthermore changing the norms of reporting allows organisations to 
better demonstrate their impact, giving them access to more resources both economic and human. 
 
Discussions concerning food poverty highlight a perceived lack of domination or power for the case 
studies. Nicholls (2010: 616) paper on the legitimacy of social entrepreneurship recognises different 
pressures on organisations and notes one of these can be a ³SURFHVVE\ which powerful external actors, 
such as state or resource providers, forced organisations towards uniformity´.  City East¶s experience 
of getting funding to distribute emergency food parcels demonstrates this process,  
³6RZHGLG«RXULQWHQWLRQVZHUHKRQRXUDEOHDVIRRGEDQN¶VLQWHQWLRQVDUHKRQRXUDEOHEXWDUH
WKH\SHUSHWXDWLQJDV\VWHPZKHUHWKHQDWLRQDOUHVSRQVHLV³ZHOOLI you have a problem go to the 
FKXUFKKDOODQGVRPHERG\ZLOOJLYH\RXVRPHIRRGIRUDIHZGD\V´&LW\(DVW0DQDJHU 
 
Case participants recognise that trying to solve the problem with emergency packages of free food was 
not necessarily an effective one but, as it was becoming an entrenched response, it was what they were 
expected to do. In this respect they were solidifying a norm which they did not feel was satisfactory. 
The fact that the high levels of food poverty were attributed to unemployment and welfare reform led 
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to some anger that the problem was being forced upon people and those causing the problems (i.e. the 
Government) should be the ones to fix it: 
 ³%XWWKHUHLVWKLVZKROHSROLWLFDODJHQGDDUH\RXMXVWGRLQJZKDWVKRXOGEHWKHJRYHUQPHQW¶V
ZRUN"´&LW\(DVW0DQDJHU 
 
According to Giddens (1984) agents are knowledgeable, purposeful, reflexive, active and capable of 
making a difference.  An agent ceases to be such if they cannot exercise some sort of power to make a 
difference.  Both above comments convey a powerlessness to tackle the problem of food poverty with 
both domination and norms being elements of the structure that was imposing significant constraints 
on the case studies and their ability to impact the higher level social determinants of health.   
 
Implications and Conclusions 
This paper shows that social enterprise can have an impact on the social determinants of health but that 
this remains predominantly at the levels of individual and community. This supports and extends 
Mason et al. (2015) by demonstrating how structural elements may influence this impact. Impact on 
the wider layer of general socioeconomic conditions was less evident, as demonstrated by the example 
of food poverty, whereby domination and norms dictated how the social enterprises responded to the 
issue. This lack of power was a frustration and concern for the case studies and evidenced significant 
constraint imposed by the structure. Support organisations by building networks and linking the 
smaller organisations with policy makers may offer some promise of increasing the agency of the 
collective of community food organisations. This has a key implication for policy since social 
enterprises cannot tackle all of the social determinants of health alone rather these organisations should 
form part of a complementary network of public, economic and third sector business models to create 
a more encompassing strategy for tackling health inequalities. ThH µfair food transformation IXQG¶ 
recently introduced by the Scottish Government (Scottish Government, 2016) recognises the agentic 
role of community food initiatives and makes now an ideal time to implement a broader approach of 
the kind suggested in this paper. The findings are supportive of complementary approaches to 
addressing the effects of poverty and inequality, indicating that broader, societal approaches which 
encourage inclusion and address structural inequalities are likely to be more impactful in their efforts 
to redress inequalities created by broader structural constraints. Accepting this, it is likely that 
initiatives which both address structural constraints while providing local communities with the skills 
and capacities needed to identify and implement local solutions to addressing inequalities are likely to 
have broader societal impacts. 
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7KHUH LV XQFHUWDLQW\ DQG UHVLVWDQFH WR WKH WHUP µVRFLDO HQWHUSULVH¶ KRZHYHU WKH FRQFHSW KDV VWURQJ
potential for impact. When taken alongside the case studies¶ clear distinction between trading and 
wider social priorities this paper further challenges the grand narrative of social enterprise in the UK 
as D³force that is irresistible yet positive´ (Seanor et al., 2013: 325).  This has a clear implication for 
practice in the field by demonstrating a need to change the norms and legitimacy around the term social 
enterprise. The organisations within this project incorporated a wide suite of activities demonstrating 
flexibility and an understanding of the many complex factors that influence health and responding to 
these in context appropriate ways.  Therefore by adopting, more universally, the term social enterprise 
and extending its scope to reflect the multiplicity of practice locally embedded organisations, like 
community food initiatives, can achieve greater impact by channelling more extensive resources and 
accruing the credibility and trust needed to encourage local clients to engage with their interventions. 
 
Finally we contribute to the body of extant research by building on the growing body of work that 
discusses the potential impact of social enterprises on health and wellbeing by demonstrating the 
complexity of the impacts that organisations can have across micro, meso and macro levels of social 
determinants of health model (Dahlgren and Whitehead, 1991). We recognise that the, Glasgow based, 
two case study approach in this paper limits the generalisability of the findings and as such concur 
with others that yet further research is needed to gauge the ways in which social enterprises can impact 
on wellbeing and the support mechanisms needed to ensure their impact is as effective as possible 
(Roy et al., 2014). 
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